Introduction {#Sec1}
============

The concept of resilience has significantly changed over the past two decades \[[@CR1]\]. To date, there is no accepted universal definition. Originally, it was conceptualized as a trait, thus as a stable attribute determined by personality \[[@CR2]--[@CR5]\]. More recently, resilience has been considered as a result of multiple factors protecting individuals from the negative effects of stress and adversity \[[@CR6]\]. This approach includes internal factors such as (epi)genetics, personal traits or beliefs \[[@CR7]--[@CR9]\] and external and environmental factors like social, material or energy resources \[[@CR10]\]. Finally, resilience has been intended as a contextual and dynamic process of adaptation, considering temporal aspects like pre-adversity functioning and trajectories of post-adversity adjustment \[[@CR11], [@CR12]\].

As a result, over the years, researchers have approached the study of resilience from different perspectives. Aburn et al. \[[@CR13]\] conducted an integrative review examining how resilience is defined in empirical research. According to the authors, resilience describes and explains the complexity of the responses---given by a person or a group---to traumatic and challenging circumstances \[[@CR13]\]. However, further definitions were provided. On the one hand, several authors considered resilience as a process of overcoming adversity and rising above in front of crisis and trauma \[[@CR14]--[@CR17]\]. On the other hand, resilience was explained too as the ability to adjust or successfully adapt to challenging situations \[[@CR18]--[@CR20]\]. Moreover, some researchers referred to resilience as the result of personal strength originating from previous experiences and social support throughout a demanding and a stressful period \[[@CR19], [@CR21]--[@CR24]\]. In addition, others considered good mental health as a '*proxy*' for resilience \[[@CR16], [@CR25], [@CR26]\]. Based on this definition, a resilient individual may present a stable trajectory of healthy functioning after adverse or traumatic events. Finally, resilience was described as the ability to 'bounce back' too. In other words, resilient individuals or groups may be able to recover from traumatic or difficult events jumping back to a baseline condition of health or well-being \[[@CR27]\].

In a broad sense, resilience is therefore intended as the individual and group positive responses to adversity, trauma, tragedy, threats or any significant source of stress \[[@CR28]\].

Research on resilience has focused on a variety of study populations and disciplinary areas so far, including healthcare settings \[[@CR13]\]. Since health care may represent a stressful and demanding challenge, resilience has been recently recognised as a potential resource for healthcare professionals. Indeed, in a recent review, a strong correlation between resilience, high persistence, high-self-directedness and low avoidance of challenges was identified suggesting that resilience may represent a protective factor in terms of maintaining an adaptable and effective workforce \[[@CR29]\]. Moreover, diverse studies considering healthcare professionals identified resilience as a positive attitude towards patient population, as well as a competence to be developed or strengthened \[[@CR30]--[@CR33]\]. Resilience was described as a personal resource, leading to positive adaptation \[[@CR29]\] and a protecting factor against burnout \[[@CR34]\]. Studies on healthcare professionals working in critical care units were conducted too, showing the mediating role of resilience between burnout conditions and health-related quality of life, buffering the impact of negative outcomes of work-related stress \[[@CR35], [@CR36]\].

Resilience may play an important role for palliative healthcare professionals, too. Working in such settings can put healthcare professionals' well-being at risk, since exposure to death and dying, and legal and bioethical issues, as well as caring for patients with serious illness on a daily basis, may represent a challenge and a source of moral distress \[[@CR37], [@CR38]\], burnout \[[@CR39]\] and impoverishment of professional quality of life \[[@CR40]\].

Recently, a qualitative systematic review on palliative care nursing has been conducted \[[@CR41]\]. However, as far as our knowledge, an overview of the quantitative studies on resilience in healthcare professionals providing palliative care and dealing with end-of-life among adult patients still lacks. Thus, the aim of the current research is to systematically review the studies concerning this issue.

Methods {#Sec2}
=======

A systematic review of the literature on resilience in healthcare professionals providing palliative care to adult patients was carried out. A prior search on registered and/or work in progress studies on this topic through the International Prospective Register of Systematic Reviews (PROSPERO) was conducted. The register provided no similar results. Thus, the systematic review protocol was recorded (ref. CRD42019126648).

The current research is part of a broader project called WeDistress HELL Project (WEllness and DISTRESS in HEalth care professionals dealing with end of Life and bioethicaL issues) approved by Ethical Committee of ICS Maugeri - Institute of Pavia (June 2018, Protocol No. 2211CE). PRISMA statement guidelines were followed \[[@CR42]\].

Search strategy and data extraction {#Sec3}
-----------------------------------

The primary search of literature was conducted on four public databases: PubMed, Scopus, Web of Science and PsycINFO. Relevant articles were identified on 1 February 2019 by querying the following string: (resilience) AND ('palliative care'), (resilience) AND ('end of life' OR 'end-of-life'). A reference management and bibliography-creating software (EndNote Web) were included in the review process.

As for the data extraction, the eligibility of each record was independently assessed by the reviewers. Progressive exclusion was conducted starting from the title, then the abstract and finally the full text. Inclusion and exclusion criteria were discussed and accepted after full consensus.

Eligibility criteria {#Sec4}
--------------------

Researches to February 2019 concerning healthcare providers' resilience related to adult palliative care were included. No date range restriction was considered. Studies focusing on patients and/or family/caregivers and/or healthcare professionals providing only paediatric palliative care were not considered. Limitations to document type were adopted: grey literature, editorials, case studies and theoretical and discussion papers, as well as reviews, were not taken in account. Only English research articles published on peer-reviewed journals were included. As for the methodology, only articles providing quantitative data were considered eligible to the current review.

Results {#Sec5}
=======

The database searches resulted in 837 titles. After removal of duplicates (*n* = 456), a total of 381 records were identified. Twelve articles were assessed for eligibility (369 studies excluded) and, finally, 6 studies met all the inclusion criteria (Fig. [1](#Fig1){ref-type="fig"}).Fig. 1Flow diagram of records identified, screened and included in the systematic review, according to PRISMA reporting guidelines

For each article included in the systematic review, different kinds of information were extracted, including country, study design, participants and measures as well as main results (Table [1](#Tab1){ref-type="table"}). Each country was listed with the corresponding Human Development Index (HDI), which is a summary measure of average achievement in three key dimensions of human development: 'long and healthy life' (life expectance at birth), 'knowledge' (expected years of schooling and mean years of schooling) and 'a decent standard of living' (Gross National Income per capita) \[[@CR43]\]. Three researches were conducted in the USA \[[@CR44]--[@CR46]\] and three in Europe (Spain, Poland and the UK) \[[@CR47]--[@CR49]\]. As for the design, two studies were cross-sectional and correlational \[[@CR44], [@CR47]\], two were interventional pilot studies \[[@CR45], [@CR46]\], one was a correlational study \[[@CR49]\] and one conducted a tool development and validation \[[@CR48]\]. Finally, as regards the participants, all studies included nurses. Of these, two included also physicians \[[@CR45], [@CR46]\] and three other healthcare professions, such as social workers, counsellors, consultants, mental health workers and occupational therapists \[[@CR45], [@CR46], [@CR48]\]. All studies included healthcare professionals providing exclusively adult palliative care, with the exception of one study involving paediatric palliative care providers also \[[@CR44]\].Table 1Articles included in the systematic reviewAuthor (year)Country (HDI\*, ranking)Study designSubjects (N°, mean age ± SD, age range)MeasuresMain resultsEdo-Gual et al. (2015) \[[@CR47]\]Spain (0.891, 26)Cross-sectional and correlational studyNursing students (*N* = 760, 22--44 ± 5.24)Collett-Lester Fear of Death Scale (CLFDS)Death anxiety Inventory-Revised (DAI-R)Brief Resilient Coping Scale (BRCS)Trait Meta-Mood Scale (TMMS-24)Rosenberg Self-Esteem Scale (RSES)Death anxiety showed a negative significant correlation with resilience (*r* = − 0.22; *p* \< .01).Through stepwise multiple linear regression analysis, attention to feelings, resilience and self-esteem are significant predictors (*R*^2^adj = 0.15).Klein et al. (2017) \[[@CR46]\]USA (0.924, 13)Exploratory, pre-post, interventional pilot studyNurses, physicians and counsellors/social workers (*N* = 17, \> 20)A copyrighted resiliency development programProfessional Quality of Life Scale (ProQOL5)At 6 months following the completion of the educational program, only 8 participants completed all surveys. Post-intervention data showed an increase of compassion satisfaction (CS; 1.12, *p* = 0.67), a decrease of burnout (BO; − 0.63, *p* = 0.50) and a minimal change in secondary traumatic stress (STS; − 0.13, *p* = 0.96).Oginska-Bulik (2018) \[[@CR49]\]Poland (0.865, 33)Correlational studyNurses (*N* = 72, 46.01 ± 10.69, 22--72)Secondary Traumatic Stress Scale (STSS)Posttraumatic Growth Inventory (PTGI)Resiliency Assessment Scale (SPP-25)Results showed a negative relationship between resilience and secondary traumatic stress (STS; *r* = − 0.36, *p* \< 0.01) and a positive relationship with vicarious posttraumatic growth (VPTG; *r* = 0.50, *p* \< 0.001). Regression analysis showed resilience to be a predictive factor of STS and VPTG. STS and VPTG correlated negatively (*r* = − 0.27, *p* \< 0.05)Mehta et al. (2016) \[[@CR45]\]USA (0.924, 13)Interventional pilot studyPhysicians, nurses practitioners, nurses and social workers (*N* = 16, 44 ± 8.1)Relaxation Response Resiliency Program for Palliative care Clinicians (3RP-PCC)Perceived Stress Scale (PSS)Positive and Negative Affects Schedule (PANAS)Interpersonal Reactivity Index (IRI)Life Orientation Test-Revised (LOT-R)Brief Satisfaction with Life Scale (SWLS)General Self-Efficacy scale (GSE)Following the 3RP-PCC intervention, participants showed significant reduction in perceived stress (*z* = − 2.17, *p* = 0.03; *d* = 0.65) and increase in perspective taking (*z* = − 1.66, *p* = 0.10; *d* = 0.67).Pangallo et al. (2016) \[[@CR48]\]United Kingdom (0.922, 14)Tool development and validationNurses, consultants, social workers, mental health workers, occupational therapists (*N* = 284, 45.53 ± 9.35, 18--54)Michigan Organizational Assessment Questionnaire (MO AQ)Single-Item Measures of Personality (SIMP)Connor-Davidson Resilience Scale (CD-RISC-10)Ego-Resiliency-89 scale (ER-89)Psychological Capital (PsyCap)Brief Resilience Scale (BRS)World Health Organization Well-Being Index (WHO-5)Situation Judgement Test (SJT) provided acceptable test-retest scores (0.71, *p* = \<0.001) and high internal consistency (*α* = 0.91). It was positively correlated with resilience self-report measures: PsyCap (*r* = 0.51, *p* \< 0.001); CD-10 (*r* = 0.35, *p* \< 0.001); BRS (*r* = 0.34, *p* \< 0.001) and ER-89 (*r* = 0.37, *p* \< 0.001).Rushton et al. (2015) \[[@CR44]\]USA (0.924, 13)Cross-sectional surveyNurses (*N* = 114, 32, 22--67)Maslach Burnout Inventory (MBI)Moral Distress Scale (MDS)Perceived Stress Scale (PSS)Connor-Davidson Resilience Scale (CD-RISC)Meaning ScaleState Hope ScaleResilience revealed to be a protective factor against emotional exhaustion (*r* = − 0.31, *p* \< 0.01) contributing to personal accomplishment (*r* = 0.59, *p* \< 0.01). Higher scores of resilience were associated with high level of hope (*r* = 0.51, *p* \< 0.01) and low level of stress (*r* = − 0.44, *p* \< 0.01)\*Human Development Index (HDI): a composite index measuring average achievement in three basic dimensions of human development: a long healthy life, knowledge and a decent standard of living

The quantitative data provided in the six studies described the relationship between palliative care professionals' resilience and other constructs such as the following: secondary traumatic stress, vicarious posttraumatic growth, death anxiety, burnout, compassion satisfaction, hope and perspective taking.

Resilience, death anxiety and traumatic experiences {#Sec6}
---------------------------------------------------

Edo-Gual et al. \[[@CR47]\] showed that death anxiety was negatively correlated with resilience (*r* = − 0.22, *p* \< 0.1). Moreover, a stepwise multiple linear regression analysis indicated that resilience and attention to feelings and self-esteem were significant predictors of death anxiety (*R*^2^adj = 0.15, *p* \< 0.01). This suggested that social and emotional competencies associated with positive coping may modulate fear of death.

Moreover, resilience revealed to be negatively correlated with secondary traumatic stress (*r* = − 0.36, *p* \< 0.01) and openness to new experiences and sense of humour resulted as the main predictive resilience factor of secondary traumatic stress symptoms, including intrusion (*ß* = − 0.47, *R*^2^ = 0.09), avoidance (*ß* = − 0.35, *R*^2^ = 0.25) and arousal (*ß* = − 0.41, *R*^2^ = 0.22) \[[@CR49]\]. In addition, after completion of a resiliency development program, secondary traumatic stress scores minimally changed (− 0.13, *p* = 0.96) \[[@CR46]\].

Nevertheless, experiencing secondary traumatic stress may lead to positive changes, to the so-called vicarious posttraumatic growth. Indeed, Oginska-Bulik et al. \[[@CR49]\] showed that resilience was positively correlated with vicarious posttraumatic growth (*r* = 0.50, *p* \< 0.001) and regression analysis showed two resilience factors (i.e. openness to new experiences and sense of humour, *ß* = − 0.46, *p* \< 0.01; personal competencies and tolerance of negative emotions, *ß* = 0.34, *p* \< 0.05) to be significant predictors of vicarious posttraumatic growth.

Resilience, stress and burnout {#Sec7}
------------------------------

According to Rushton et al. \[[@CR44]\], resilience may help individuals to reduce burnout: resilience is revealed to be a protective factor against emotional exhaustion (*r* = − 0.31, *p* \< 0.01) contributing to personal accomplishment (*r* = 0.59, *p* \< 0.01). Moreover, higher scores of resilience were associated to low levels of perceived stress (*r* = − 0.44, *p* \< 0.01) and with high levels of hope (*r* = 0.51, *p* \< 0.01).

Resilience in assessment and interventions {#Sec8}
------------------------------------------

Pangallo et al. \[[@CR48]\] developed and validated within palliative care context the Situational Judgement Test (SJT). The tool aimed to measure behaviours associated with resilience among palliative care providers. Results provided acceptable test-retest scores (0.71, *p* \< 0.001) and high internal consistency (*α* = 0.91). Situational judgement was positively correlated with self-report measures of resilience.

Two interventional studies were included in the systematic synthesis \[[@CR45], [@CR46]\]. Klein et al. \[[@CR46]\] proposed a copyrighted resiliency development program. At 6 months following the completion, post-intervention data were collected. Resilience influenced the change in the survey scores, increasing compassion satisfaction (1.12, *p* = 0.67) and decreasing burnout (− 0.63, *p* = 0.50). Some limits of the studies, as described by the researchers too, are the small sample size, being pilots and the absence of a control group. Mehta et al. \[[@CR45]\] implemented the Relaxation Response Resiliency Program for Palliative care Clinicians (3RP-PCC). Following the intervention, participants showed significant reduction in perceived stress (*z* = − 2.17, *p* = 0.03; *d* = 0.65) and increase in perspective taking (*z* = − 1.66, *p* = 0.10; *d* = 0.67).

Discussion {#Sec9}
==========

The studies included in the systematic synthesis reported informative quantitative data concerning palliative care professionals' resilience. Three researches showed resilience to be significantly correlated to different constructs, including death anxiety, secondary traumatic stress, vicarious posttraumatic growth, burnout, stress, attention to feelings, self-esteem and hope \[[@CR44], [@CR45], [@CR49]\]; two studies proposed specific interventions on resilience reporting informative changes in burnout, secondary traumatic stress, stress, compassion satisfaction and perspective taking \[[@CR45], [@CR46]\]; and one study conducted the development and validation of a test measuring resilience in palliative care workers \[[@CR48]\].

Palliative care professionals are exposed to death and dying on a daily basis. Their attitude toward death may influence their well-being as well as the quality of care they offer to terminally ill patients and their families \[[@CR50]\]. Edo-Gual et al. \[[@CR47]\] showed that higher scores on resilience indicated lower levels of death anxiety. As a result, fostering resilience among palliative care professionals may help them to manage experiences of loss and grieve exposure. Moreover, the contact with such touching experiences potentially represents an opportunity to grow as individuals.

Exposure to death and being constantly in contact with people who directly experienced trauma or suffering may lead healthcare professionals to develop secondary traumatic stress \[[@CR51]\]. However, some positive changes resulting from secondary traumatic stress may occur in the individual's psychological functioning, including self-perception, interpersonal relationship and philosophy of life \[[@CR52]\]. This effect is known as vicarious posttraumatic growth. In this scenario, resilience represents an important protective factor against secondary trauma avoiding the development of secondary traumatic stress as well as promoting positive changes \[[@CR49]\].

Absenteeism, increased medical errors, poor communication and teamwork are some of the negative effects of stress exposure among palliative care professionals \[[@CR53]\]. High levels of stress may lead providers to experience burnout \[[@CR44]\]. That includes emotional exhaustion, depersonalization and reduced personal accomplishment \[[@CR54]\]. In particular, emotional exhaustion revealed to be the main predictor, as it is considered the first step in burnout \[[@CR55]\]. Rushton et al. \[[@CR44]\] showed a strong association among resilience, hope and burnout. In particular, resilience as well as hope supported the development of strategies aimed to reduce vulnerability to emotional exhaustion contributing to personal accomplishment. This suggested that both constructs may contribute to increase work satisfaction among healthcare professionals.

To date, little research has been conducted toward resilience assessment among palliative care professionals \[[@CR48]\]. The validation of the Situational Judgement Test (SJT) represented an attempt to develop a specific questionnaire tailored to palliative care workers. The scale revealed to be a reliable and valid measure. As to the practical implications, its implementation in multidisciplinary teams and using a reflective learning approach may represent for the healthcare professional an opportunity to debrief about the emotional impact of job-related adversities and to reach peer support \[[@CR48]\].

The interest on treatments aimed to promote providers' wellness and resilience has increased, too \[[@CR45]\]. The two interventional studies, included in this systematic review, were pilot, had a small sample size and involved no control group. Nevertheless, both reported informative data on resilience following the completion of an educational program \[[@CR45], [@CR46]\]. Mehta et al. \[[@CR45]\] implemented a program based on the principles of cognitive behavioural therapy and positive psychology. In fact, the intervention aimed to evoke a relaxation response through breath awareness exercises, to reduce overall stress reactivity and to increase connection with others. The intervention led participants to a reduction in perceived stress and an increase in perspective taking. Klein et al. \[[@CR46]\] proposed an intervention consisting of sessions aimed to educate participants about compassion satisfaction, compassion fatigue, vicarious trauma, self-care, resilience and quality of life completing self-assessments and participating to group discussions. Post-intervention data showed in all participants an increase of compassion satisfaction and a decrease of burnout. In summary, the two interventional studies suggest that resiliency development programs based on cognitive stimulation and/or social support may lead palliative care professionals to gain self-awareness fostering their well-being.

Resilience as a process modulator and facilitator {#Sec10}
-------------------------------------------------

A recent qualitative systematic review focusing on resilience in palliative care inpatient nursing workforce identified exposure to death, stress and coping as informative subthemes \[[@CR41]\]. According to the emerged results, resilience occurs when adversity and stressful experiences lead nurses to adapt through a meaning construction process. Therefore, the cognitive ability to give meaning and shape to stress appears to determine resilience development or maintenance. Similarly, in the current systematic review, resilience appeared to be an influencing construct in palliative care professionals' well-being. In particular, it seems to modulate death anxiety, traumatic experiences, stress and burnout predicting vicarious posttraumatic growth, compassion satisfaction, hope and increased perspective taking. As a result, while in the model of Powel et al. \[[@CR41]\] resilience may be seen as originating from adverse experiences and the result of abilities aimed to overcome challenging situations, in the present model we propose, resilience could be considered as a process modulator and facilitator that may help palliative care professionals to reach positive adaptation (Fig. [2](#Fig2){ref-type="fig"}). Summing up, both two models focus on healthcare professionals' well-being within a context where end-of-life and chronicity reveal to be influencing aspects. Specifically, stressful experiences, trauma, exposure to death and growth appear to be common aspects included in the systematic synthesis. As for the differences, while Powel et al.'s \[[@CR41]\] model adopted a qualitative approach and considered coping and meaning construction, the current research adopted a quantitative approach identifying burnout, compassion satisfaction and positive thinking (i.e. hope, perspective taking) as factors to be included in the data analysis. Thus, the two models may be integrated in order to orient future researches to develop a mixed-methods model explaining resilience in this population, as well as to promote resilience as a factor in support of palliative care professionals' personal growth.Fig. 2Palliative care providers' experience and the role of resilience

Limitations and strengths {#Sec11}
-------------------------

The current systematic review presents some limits. First, the included studies were exclusively conducted in the USA or in European countries. Thus, data on resilience in palliative care professionals belonging to other cultures (e.g. Asian or African) were not provided. Second, the interventional studies included in the analysis, as described by the researchers too, were pilot, had a small sample size and involved no control group.

However, it is noteworthy that the analysed data were recent, as the included studies range from 2015 to 2018. Moreover, to the best of the author's knowledge, this is the first quantitative systematic review addressing resilience in healthcare professionals providing adult palliative care.

Future directions and clinical implications {#Sec12}
-------------------------------------------

The results allowed the authors to develop a model concerning the role of resilience in palliative care providers' personal and professional growth. Further studies to validate this proposed framework should be conducted considering wider sample sizes and the presence of a control group. In addition, further correlational and regressional studies aimed to examine in depth the predictive role of resilience on positive constructs like self-esteem and attention to feelings \[[@CR47]\], posttraumatic growth \[[@CR49]\], compassion satisfaction \[[@CR46]\] and hope \[[@CR44]\] are recommended. Also, interventional studies on this topic should take into account specific cognitive and behavioural stimulation exercises \[[@CR45]\], social support and educational sessions on themes connected to psychological well-being in work setting, as main strategies to enhance resilience \[[@CR46]\].

Conclusion {#Sec13}
==========

Since resilience has no accepted universal definition, it remains a construct difficult to quantify. Nevertheless, the current systematic review reported informative data leading to consider resilience as a process modulator and facilitator among palliative care professionals. From the analysis of the included studies, particular attention on research concerning palliative care providers' resilience should be taken into account, as working in contact with end-of-life and chronic illness on a daily basis may put their well-being at risk. The validation of the proposed model on the role of resilience may lead to its implementation in assessment and intervention contributing to foster palliative care professionals' well-being.
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